Correct way to wear respirator head harnesses
To the Editor: The cover photo of CJEM's July 2003 issue showed 3 physicians who had intubated a patient at the North York General Hospital in Toronto.
My training in occupational hygiene at Mount Royal College and with the Canadian Navy gave me familiarity with respirators, and I noticed the 3 were wearing full face respirators with the head harnesses outside the hoods of their protective suits. One worker was wearing a hair net under his mask, which was visible through the visor.
Wearing respirators in this manner reduces the protection afforded. The correct way to wear the respirator head harness is under the hood of the protective suit. Hair nets are not to be worn under the respirator.
Protective equipment gives a false sense of security when worn incorrectly. The 3 workers in the picture were doing just that.
SARS is a very serious disease, and full protection is a must.
Heather Dawn Green
Peter Lougheed Centre Calgary, Alta.
Medical myth: The usefulness of pelvic exam
To the Editor: When I first read the article by Brown and Herbert 1 in CJEM, I thought it was amusing. However, its conclusion was illogical and not supported by the studies cited. I believed that this was not a critical review of the literature and was not a threat to the time-honoured practice of pelvic examination used to guide ancillary investigations. It was not going to change my practice.
I have since discovered that some of my less experienced colleagues have misinterpreted this article and have stopped doing pelvic exams -instead, they are arranging outpatient ultrasounds for the next day, since our hospital does not provide 24-hour availability. My colleagues no longer perform speculum examinations to assess bleeding, discharge, foreign bodies, traumatic or other lesions; and they do not remove products of conception from the cervical os. Nor do they perform bimanual pelvic examination for the rapid and helpful information it provides. They have accepted Brown and Herbert's "evidence-based" statements questioning the usefulness of this procedure. Their change in practice compels me to address the quality of this article and its recommendations.
A key problem is the authors' premise that an investigation is useless unless it has the sensitivity and speci-ficity to rule out or rule in pelvic disease. But emergency medicine is not so simple, and we use many tests that are not definitive. If only it were true that we could ignore clinical findings and just order a test to make every diagnosis -perhaps run all patients through a universal scanner! In reality, we must weigh information from the history and physical examination, formulate a differential diagnosis and use clinical features to guide further investigations. For the pelvic exam to be discarded, it would have to be more misleading than helpful, and even the studies cited do not suggest this.
Let's look at the studies presented as evidence.
The study by Close and coworkers, 2 which was used as evidence that bimanual exam is unreliable, was designed to fail. If one physician was unsure about a finding and the second physician thought the finding was absent, the authors considered this a discrepancy (error). Yet the data still showed 82% agreement on cervical motion tenderness, 72% agreement on adenexal and uterine tenderness and 84% on the presence of adenexal mass. The study by Padilla anc cohorts 3 concluded that the pelvic exam is 79%-92% specific and only 15%-36% sensitive for adnexal masses. But this study 3 looked at anesthetized patients, a very different group than the awake patients emergency physicians examine -patients who are capable of indicating the location of tenderness, therefore helping to guide us to the location of the mass. Two studies, 4, 5 published before the availability of sensitive beta-hCG tests, were cited to show the unreliability of pelvic exam in pelvic inflammatory disease (PID). Given that the authors at this time were not even able to reliably detect pregnancy, it is not surprising they had difficulty making a correct diagnosis using physical exam alone. Today, the first decision point -pregnant/not pregnant -is easy; then we use the pelvic exam to guide ancillary investigations such as cervical cultures, ultrasound, and even CT. A study by Houry and Abbott 6 was cited as evidence that pelvic exam is unreliable in detecting ovarian torsion, but this was a retrospective chart review where, if the physician failed to adequately document pelvic exam findings, the findings were considered to be absent. It is inappropriate to make conclusions about the value of the physical exam using this retrospective methodology.
Of note, a well-designed study by Dart and colleagues 7 identified several pelvic exam findings, including cervical motion tenderness, lateral pelvic tenderness and uterine size less than 8 weeks, that are thought to be useful in diagnosing ectopic pregnancy. Although these authors did not identify a combination of findings highly accurate for ectopic pregnancy, they concluded that history and physical examination will continue to play an important role in determining the need for emergent ultrasound.
Two papers 8, 9 were cited to show that ultrasound is superior to clinical examination. But both reported remarkable specificity (and reasonable sensitivity) for bimanual examination, and neither groups suggested that the pelvic exam was useless. In fact, Andolf and Joergensen 8 concluded that ultrasound was a useful complement to pelvic exam, but that neither modality reliably detected tubal anomalies, while Frederick and cohorts 9 concluded that vaginal ultrasound is an effective routine adjunct to physical examination in the preoperative evaluation of surgical patients.
Brown and Herbert conclude that clinical examination of the female pelvis is not an adequate, reliable or reproducible method for evaluating significant pelvic pathology, but does their article make a compelling and evidence-based case supporting this conclusion? I for one would want better evidence before abandoning pelvic examinations.
Paul Rosenberg, MD Toronto, Ont.
